We herein present a 78-year-old man with a 3-day history of jaundice and fever with chills. His past medical history was unremarkable except for smoking. He presented clinically with jaundice, anemia, abdominal scratch marks and hypotension. Laboratory investigation revealed microcytic hypochromic anemia, leukocytosis and an elevated serum creatinine (1.8 mg/dL). Liver function tests were deranged with hyperbilirubinemia and raised alkaline phosphatase [total bilirubin 11.4 mg/dL (0.1-1.1); direct bilirubin 8.6 mg/dL (0.1-0.4); alkaline phosphatase 874 IU/L (30-140)]. All viral serology was normal and CA 19-9 was 156 U/mL (0-37). Abdominal ultrasonography showed a dilated common bile duct (10 mm) with abrupt distal tapering. MRI/MRCP were done which showed a mass lesion at ampulla with a proximally dilated common bile duct. Side viewing endoscopy for management of acute cholangitis was done (Fig. 1A) . However a choledochoscopy with an ultrathin neonatal endoscope revealed a calculus and ductal clearance was done with balloon sweep (Fig. 1B) . Histological examination of the biopsy was suggestive of ampullary adenocarcinoma.
Acute ascending cholangitis may be an initial presentation of ampullary tumor and requires urgent biliary decompression with endoscopic biliary drainage [1] . Elderly patients with cholangitis also have a higher incidence of coexisting medical problems like cardiovascular, pulmonary, neurological and other systemic diseases. Due to the high incidence of severe cholangitis, hypotension, altered sensorium and associated other concurrent systemic diseases, the management of acute cholangitis in the elderly becomes difficult [2] . Biliopancreatic malignancy constitutes a common cause of biliary obstruction in elderly patients compared to benign diseases in younger patients. However a commoner etiology of acute suppurative cholangitis may be missed without choledochoscopy. 
